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MEDICAL  

Effective  

STATEPLANUNDERTITLE XIX OF THESOCIAL s e c u r i t y  ACTATTACHMENT 4.19-A 
ASSISTANCE PROGRAM 10Item 1, Page 

STATE OF LOUISIANA 

PAYMENT FOR MEDICAL AND REMEDIALCARE AND SERVICES 

METHODS AND STANDARDSFOR ESTABLISHING RATES- IN-PATIENT HOSPITALCARE 

CITATION Medical and Remedial42CFR 
447.253,OBRA 90 Care andServices 
P.L. 101-508, Item 1 Cont.) 
Sections 4702-4703 

C. Out-of-stateFacilities­
effective for dates of service on or afterApril 1, 2003, out-of-state 
facilities are reimbursed for inpatient hospital services at the lowerof 
40% of billedcharges or theMedicaidperdiemrate of thestate 
wherein the services are provided for recipients age 21 and older and 
the lower of 60% of billed charges or the Medicaid per diem rate of 
the state wherein the servicesare provided for recipients under the age
of 21. Hospitals designated as children’s hospitals that are located in 
statesthatborderLouisiana shall bereimbursedatthelowerofthe 
Medicaid per diem rate of the state wherein the services are provided 
or the children’s Medicaid groupLouisiana hospital peer rate. 
Neonatalintensivecareunitservices,pediatricintensivecareunit 
services, and burn unit services provided in these children’s hospitals
shall be paid the Louisiana peer group rate for the qualifying level of 
service documented by the hospital. The hospital stay and the level of 
service shall be authorized bythe Bureau. 

For dates of service on or after March 8, 2000, out-of state facilities 

thatprovidedatleastfivehundred (500) inpatienthospitaldaysin 

StateFiscal Year 1999 toLouisianaMedicaidrecipientsandare 

locatedinbordercities(citieslocatedwithina fifty (50) miletrade 

area of the Louisiana state border) will be reimbursed at the lesser of 

each facility’s actual cost perday or the Medicaid per diem rate of the 

statewhereintheservices areprovided.Theactualcostper dayis 

calculatedfromeachhospital’s 1998 filedMedicaidcostreportby

dividing total Medicaid inpatient cost by total Medicaid inpatient days,

includingnurserydays. This isaone-timedeterminationforthe 

inpatientdaysandactualcosts. This reimbursementmethodologyis 

applicable for all Louisiana Medicaid recipients who receive inpatient

services in an out-of-state facility located in a border city, including

those recipients up to the age of twenty-one. 


D. ShareDisproportionate Hospitals 
Effectiveforinpatienthospitalservicesprovided on orafter July 1, 
1988, a paymentadjustmentforhospitals serving adisproportionate
shareof low incomepatients (DSH) shallbeimplemented in the 
following manner: 
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